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INITIAL COMMENTS

A re-licensure survey was conducted from June
25, 2007 through June 27, 2007. A random
sample of two residents was selected from a
residential papulation of two males with mental
retardation and other disabilities. The findings of
the survey wera based on observations,
Interviews with residents, one parent, staff, and
the review of resident and administrative records
including incident reparts.

3509.3 PERSONNEL POLICIES

Each supervisor shall discuss the contents of job
descriptions with each employee at tha beginning
employment and at laast annually thereaftar.

This Statute is not mat as evidenced by;
Based on Interview and record raview, the
GHMRP failed to provide evidence that the
sUpervisor discussed the contents of job
descriptions with each employee at the beginning
of their employment and annually thereafter.

The finding includes:

Interview with the Qualified Mental Retsrdation
Professional and review of the GHMRP's
personnal files on June 27, 2007 2t 65:58 PM
revealed tha GHMRP failed to pravide evidence
that eight staff and three nurses had the eontents
of their job descriptions discussed with them at
the beginning of their employment and/or
annually thereafter.

3509.6 PERSONNEL POLICIES

Each employes, prior to employment and
annually thereafter, shall provide a physician's

| oo

1203

[ 206

L2§2

ar
Wa
v
¢

i
L]

QEfE d Sz

716/07-

L1203 -3509.3
Ongomg

Employees updated Job Descriptions have been placed on file.
QMRP/Facility Management will ensure that documentahoq of
all employess® review their job description on an annual basis,
and upon hire. Personnd records will be mamtmned and
Updated by the Program Director in conjunction with

QMRP/House Manager.

L1206 - 3509.6
See response on the next page (#2).
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1208 | Continued From page 1 | 206
performed and that the employee * & hegjth status |
would allow him or her to perfarm the required ' 1206 - 3309.6
duties, ’
. The health certificates for all staff and consultants have been 7/20007-ongomg

obtained. Program Director/Human Resources will ensure that all
health certifications are updated annually for each staff consultant
and maintained in the personnel records. Staff/consultants will be
notified of the need to submit a current health certificate within
60-days of the current one’s expiration.

This Siatute Is not mat as evidenced by

Based on interview and record review, the
GHMRP failed to ensura that each amplayes,
prior to employment and annually thereafter,
provided evidence of a physician's cerfification
that decumented a health inventory had been
performed and that the employee’s health status
would allow him or her to perform the required
duties.

The fi‘nding includes:

i Intervlew with the Qualifled Mental Retardation
Professional and raview of the GHMRP's
persanne! files on June 27, 2007 at 558 PM
revaaled the GHMRP failed to provide evidencs
that current health certificates were on file for four
staff, one nurse, and four consultants,

1274) 3513, 1(e) ADMINISTRATIVE RECORDS 1 1274
Each GHMRP shall maintain for each autharized 174 33
agency 's iHSPECﬂOn, at any ﬂme, the fU"OWiﬂg See response to 1274-3513.1 on the next page (#3).

administrative records:

(=) Signed agreements or contracts far
professional services;

This Statute is not met as evidenced by: .
Based on record review, the Group Home for the
Mentally Retarded (GHMRP) failed to provide
evidenice of contracts with each of thair
consultants.

Hedlth Regulafion Administration
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L1274 35131 . 7/20/07-
‘The contracts for the physical therapist and the psychiatnst have Ongoing
The ﬁnding includes: been obtained and are on file in the personnel records. Program

Director/Human Resources will engure that the consultant
contracts are np to date and maintained on file.
Interview with the Quaiiflad Mental Retardatian

Professional (QMRP) and review of the personnel
records on June 27, 2007 at 7:30 PM revealed
the GHMRP failed to have contract on file for the
the physical theraplst and the psychiatrist.

1379 3519.10 FMERGENCIES Ia7a
In addition ta tha reporting requirement in 35195,
sach GHMRP shall notify the Department of 1379 —3519.5 Fedoal Defic ot citations | 7/31/07-0ng008
Health, Healih Facifitizs Division of any ﬂ_thEl‘ Cross reference response to ctlen“c,yl ;gp
unusual incident ar event which substantially WS An & Cross relrence xesponse to

interferss with a resident' s heaith, welfare, living
arrangement, well being or in any other way
placas the resident at risk, Such nofification shall
be made by telephons immadiately and shall be
fallowed up by written notification within
twenty-four (24) hours or tha next wark day.

This Statute |s not met as evidenced by:

Based on Interview and record raview, the
GHMRP falled to ensure the Depariment of
Health , Health Facilities Division was notified of
unusual incidents that substantially intedered with
a resident's health, for one of the two residents
(Residents #2) included in the sample.

The finding includas:

1. Review of the GHMRP's incident reports June
28, 2007 at 10:45 AM revealed the following
incidents were not reported to the Department of
Haalth as requireq:

January 2, 2007 Staff reported that Resident #2
Healih Regulaflon Administration
STATE FORM aman
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1379 Continued From page 3 1378

had two seizures. Continued review of the
It ‘' \ L379 - 35195
e e oo oot s taken )

Aprit 8, 2007 Staff reported that Resident #2 had
multiple seizure. The resident was transported to
the emergency room and was admitted and then
subsaquently discharged on April 13, 2007,

At the time of the survey, the GHMRP failed to
provide avidence that tha aforementioned
incidents were raported to the Departrment of
Health as required,

2. {See also Federal Deficiency Report Citations
W149 and W153)

1391] 3520.2(a) PROFESSION SERVICES: GENERAL | 1381
PROVISIONS

I-391-3520.21icen_‘m for the agencies Pharmacist has been 71107~
Each GHMRF shall have available qualified 3},’;;‘;{?;1 fled in the med secord. Program, Ongoing
professional staff to earry out and menitar Director/Human Resources will ensure thaf professional
necessary prOfessiUnaI 1nterventiqns_, in licenses are up to date md maintained on file.
accordance with the goals and objectives of avery
individual habilitation plan, as determined to be
necessary by the interdlsciplinary team. The
professional services may include, but nof ba
limited to, those sarvices provided by Individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines ar areas of senvices:

(®) Medicine;

This Statute is not met as evidenced by:
Based on record review, the GHMRF fajjlad to
provide evidence of licensed professional staff
secured by the group home to monitor
interventions, in accordance with the goals and
objectives of every individual habilitation pian.
Heallh Regulation Adminlstration
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1381 Continued From page 4 | 381
1391-3520.2
See response to 1.391-3520.2 on preceding page (#4).

Tha finding includes:

Interview with the Qualified Mental Retardatian

Professional (OQMRP) and review of the personnel

| records on June 27, 2007 at 7230 PM reveaied
the GHMRP falled to provide evidence of g
current license on flle for pharmaclst.
1424) 3521.5(=) HABILITATION AND TRAINING - 1424
Each GHMRP shall make modifications to the 1424-35215 o 7/3107-
resident’ s pragram at least avery six (8) months QMREP vil review the progress on all goals and objectives ona | opaging

monthly basis and revise/modify individual program plans based

nrwhen the elient: on the Client*s progress.

(8) Has successfully completed an objective or
objectives identified in the Individual Habilitation
Plan;

‘This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure program revisions were
made at least every six months or when a
resident succassfully completed the objactive.

The finding includes:

(See Federa) Deficiency Report-Citation W255)

1473 3522 4 MEDICATIONS 1473

The Residence Director shall report any
'lt;"]r:%??;g:'le[fﬂlg g‘hey ;T:':: nt's druQ reg]mens to ‘ g:zae_s:g::io L473-3522.4 on the next page (#6).

This Statute is not met as svidenced by:
Based on observation, interview, and record
raview, the GHMRP failed to provide evidence
tha Residence Diractor reported irregularities in

Health Regulation Adminisiaion
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14731 Continued From page 5 1473
; . - .
the rggudents drug regimens to the prescribing | 1473 3522.4 continned
P hys“:]an' 1 Cross reference response to Federal Deficiency report 7131/07-ongong

citations W149 la & b. Cross refersnce response fo W369.
The finding includes:

{See Faderal Deficiency Report Citations W149
and W369)

1500| 3523.1 RESIDENT'S RIGHTS | 300

Each GHMRP residence director shall ensure

that the r Ig hts of residents are pbserved and Eg(s)s_r:i?;;te response to Federal Deficiency report citations
protected in accordance with D.C. Law 2-137, this W1z2, W24 and W263

chapter, and other applicable District and federal

laws.

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP falled to ensure the
profections of each cliants rights.

The findings include:

(See Federal Deficiency Report Citations W122,
W124, and W2853)

Health Regulation Administration
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W 000 | INITIAL COMMENTS | woop

A recertification survey was conducted from June
26, 2007 through June 27, 2007. IniGally, the
fundamental survey process was used but

| Dbservations and interviews ravealed concerns in
the area of Client Protections and on June 27,
2007 the survey was extended in that candition,

A random sample of two clients was selected
from a residential population of two males with
mental retardation and other disablities. The
findings of the survey were hased on
observations, interviews with clients, one parent,
staff, and the review of client and administrative
records including incident reports,

A determination was made that the facility failed
to be in zompliance with the Condition of
Participation in Client Protections.

W 104 | 483.410(8)(1) GOVERNING BODY W 104
W104 7/31/07
The governing body must axsrcise general policy, 1-2. Reference response to W149.
budget, and operating direction over the facility. '

This STANDARD s not met as evidencad by:
Based on interview and record raview, the
facility's Governing Body failed to monitor and
revise its oparation policies as needed.

The findings Includa:

1. The Governing Body falled to ensure its
incident management policy had basn
implemented and/or operations coincided with the
federal requiraments. [W149)

2. The Governing Body failed to ensure its
LABORATORY DIRECTOR'G OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE . TITLE

{XB) DATE

Any deficiency statement ending with an ssterisk (*) denntes a deficiency which the InsHtution: may be excused from correcting providing it Is determined that
other safaguards pravide suffieisnt pretaction to the patients. (See Instrustions.) Exeept for nutsing homes, the findings stated sbove are disclusable 90 days
foliowing the date of survey whether ornot 5 plan of carraction is provided, For nursing homas, the abova findings and plans of eorrection are disclosable 14

days following the date these dosuments are made availsble ko the facifity, If deficlencies are cted, an approved plan of corractlon is requisite to continued
pragram participation,

FORM CME.2887(D2+99) Previous Versions Obsaoicle Evant 1D: 7WIKO1 1 Facility 1D 0OGERET
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Interview was conducted with the program

meet the needs of each client,

This STANDARD is not met as evidenced by:
Based on abservation, interview and recaord
review, the facility falled to ensura outaside
services met the needs of one of the two clients
(Client #1) Included in the sample.

The finding includes:

‘Observation at Client #1's day program on June
27, 2007 2t 11:35 AM revealed the client was nat
at the program. Interview with the client's
pragram 2ide ravealed that tha cllent was out with
the work crew, When queried as to where the
work crew went the staff member ravealad that
he/she was unaware of the client's location.

coordinater ta ascertaln Client #1's location. The
program coordinator responded and also
ravealed the client's lacation was unknown,
Continued interview with the program coordinator
revealed that Client #1 was schedyled to return
shortly,

Further interview was canducted with the program
ald that revealed the elient was participating with
several formal program objectives. The program
objectives centered around gaining skills In

FORM AFFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {Xd) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED.
A, BUILDING
05G087 BV D&/27/2007
NAME OF PROVIDER DR SUFFLIER $TREET ADURESS, GITY, STATE, ZIF CODE
SYMERAL 722 "L" STREET, NE
WASHINGTON, DC 20002 '
{(x4) ID " SUMMARY STATEMENT OF DEFICIENCIES: 1D PROVIDER'S PLAN QF CORRECTION _ (B)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULT BE COMPLETION
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W 104 | Continued From page 1 W 104
"Incident Management Palicy" and its
"Managernent of Pharmaceutical Preparation”
were followed whan medications ware
administered cutside of the specified timeframe.
fW148]
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120
OUTSIDE SOURCES
w120
" 7/16/07-
The facility must assure that outside services The QMRE has met with the Day Program to discuss Client Ongoing

#1*s schedule of aclivities while at the Day Program. The Day
Program Coordinator will develop a daily schedule of plarmed
activities/outings for Client #1.
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<1} PROVIGERISUPFLIER/GLIA 152 MULTIPEE CONSTRUCTION {3y DATE SuRvEY -
IDENYIFICATION NUMBER: il _ COMPLETED:
#, BUILDING .
T awms S
e . Jbocosy \ A . D800y
NAME OF F3VIDER OR SURFLIER EVREET ANDRESS, TIFY, STATE, ZIF GODE
g 22 “L,."JS'IREEI NE
SYMBREL. \WASHINGYGN; BE 20002 o
plafio 5"““”‘“‘* STATEMENT OF DEFICIENGIES PROVIDERS PLANOF CORRECTION s F
| PREFX. ¢ IENCY MUST BE PRECENED ®FEULL, {EACH CORRECT IVEACTION SHOBED HE CRNPLETISN |
TAG V-OR LSC IDENTIFYING INFORMATION) CHOBS-REFERENCED'TO THE APPROPRIATE. | PAE |
. ' - nEncrENcn _ j
W 120 Continded From page'2 ; W jznf
1 money management, learning peraonz) - W120 continned
]nfczrmatlun "razﬂanskllls ciaamng skjﬂs anr.l QMRP met with Day Program on 7/11/07 and 7/16/07  } 71607
ntinuegd T to establish a plan of action for maintaining fard copies |

of all recorded data for Client #1. Day Program agreed

1o maintainall recorded documentation in Cliak #1°s
3 record and send a copy of the data collection to the -
¥ Residential program raonthly in addition to a Quarterly
F progress report on all program gouls and objectives .
Verification of this discussion along with supporting
signamre sheets is maintained in Client #1°s residential

record
Wiz2 [ 483 42 CLIENT PROTECTIONS w122,
The fachiy mustensure that spasic clignt w122
pn:ﬁanfaons requirements are mek, 70T
B Reference responses to W49, Cross mforencs nesponses to
‘ W53, W15 and W155.

Thiz CONDITION is notmet as evidenead By; - -
 Basad on'literview and record yeview the facility
“ailed 1o establish andfor imglement policies that |
j eisured each cllents' health-and safety (Ses ;
| W49y, failed fo ensure aif aﬂagaﬁans of gbse

| w2 immediately reported to the administratoror |
to the Departmerit of Health in atéordance with
State law, {(Sze W153); Teiled o theroughly

! mvestsgaie required incidents (Ses W134d); and
1falled to provide evidences that cliefits were
Tprotected from further pdtentlsl abuse while:ai
allegation Df abuse was investlgated (W155).

T s ———— EverfETWKDY  EnciiyiD: 085087 ifcontinuation sheet Page 3 of 32
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and #2) included in the sample.

RIGHTS

The facllity must ensure the rights of al clients,
Therefore the facliity must inform each client,
parent (if tha client is 2 minor), or legal guardian,
of the client's medical condltion, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment,

This STANDARD s not met &s evidenced by:
Based on observation, interview and record
review, the facllity failed to ensure the rights of
each client and/or their legal guardian to be
infarmed the client's medical condition,
developmental and behavioral ststus, attendant
risks of freatment, and the right to refuse
treatment, for two of the two clients (Clients #1

Tha findings include:

1. Dbservation of the morning medication
adminlsiration on June 26, 2007 beginning at
3:55 AM ravealed Clisnt #1 received Trileptal for
his seizure disorder. Interview with the House
Manager (HM) on Juna 26, 2007 at10:20 AM and
review of the client's Physician's Orders dated
Marzh 2007 revealed that the client also received
ADIlify to assist with managing exhibited
behaviors. Observation throughout the survey
and further interview with the HM revealed that
Client #1 additionally recelved ane tu one staffing

W14

1-2. Assessment for legal guardianship will be completed
for client #1 and #2 and pursuance for guardianship will
occur based on the assessed needs of Clients #1 and #2

Additionally, QMRP will continue to ensure that family
members are fully knowledgeable and understand the
rights of the clients. QMRP will also ensure
documentation of information regraxding all efforts to
involve family membrers in the decision making process
as well a5 ongoing measures (Le., Human Rights
Comtnittee Reviews to discuss risk —vs- benefits) to
ensure protection of their rights.

QMRP will continue to pursue securing legal advocacy,
as well as, guardianship resources through the quality
trust, courts and other applicable setvices, based on the
individual needs for each client. Documentation of these
ongoing efforts will be maintained in the client records.

Response to W124 continued on page 5 of 22.
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W 122 | Continued From page 3 W 122
Tha effects of these systemic practices results in
the failure of the facility to protect Ifs clients and to
ensure active treatment services. .
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124

7/31/07
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suppart 24 hours a day.

Continued interview with the HM on June 26,
2007 at 10:20 AM revealed Cliont #1 tiad 2
Behavior Support Plan (BSP) that addressed
behavior related to sexual misconduct. The
House Manager revealed that Client #1 did not
have a legal guardian and did not have the
capacity to give informed consent for the use of
his medications, habilitation services, treatments
and financial matters. This wag verified through
review of Client #1's Psychologlcal Evaluation
dated July 22, 2008 on June 28, 2007 =t 5:44 PM.
According to the assessment, Client #1 was "not
competent tw make independent declsions. ..."

At the time of the survay, the facility failed to
provide evidence that Cllent #1's treatment
needs, including the benefits and potential side
effacts gssaciated with the medications, and the

| right to refuse treatment, had been explained to

him and/or a lagally authorized representative.

2. Observation of tha morning medication
administration on June 26, 2007 beginning at
8:55 AM ravealed Client #2 received
Hydrochlorathiazide 30 mg, Depakote 1000 mg,
Calcarb with Vitamin D, Clonazepam 2 mg,
Gabapentin 1200 mg, Keppra 1000 mg,
Mirtazapine 15 mg and Phenytoin Sedium 4100
mg. Interview with the nurse during the
medication administration revealed that the
Clonazepam and Mirtazapine were ta assist with
managing the client's behaviors.

Continued interview with the HM an June 26,
2007 at 10:20 AM revealed Client #2 had &
Behavior Suppart Plan (BSP) that addressed
behavior related to non-compliance, The House

W 124

‘W124 contmued from page 4

Client #1° and #2°s psychotropic medication regimen will
continue to be evaluated monthly by the psychiatnst and
paychiatric evaluations reviewed and updated per individual
assessment and need.
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CLIENTS

The faciflty must develop and Implemant writtan
policies and procedures that prohibit

{ mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:;

Based on interview and record review, the facility "

failed fo establish and/or implement pollcies that
ensured the haalth and safaty of one of the twa
clients (Client #2) Included in the sample.

The finding includes:

1. The facility failed to ensure their incident
management policy was developed and/or
implementad in accardance with the fedara)
regulations,

a. Review of unusual incident reports on Juna
26, 2007 at 10:45 AM revealed that there was an
allegation of abusa involving Client #2 an August
1, 2008, According to the incident report, day
program staff went to the labby to recaive Client
#2 upon arrival and the client's driver was

. identification, clagsification and handling of incidents

STATEMENT OF DEFIGIENCIES [x1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
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, WING .
03G037 B-W 06/27/2007
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SYMPRAL 'WASHINGTON, DC 20002
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PEFICIENCY}
W 124 | Continued From page 5 w124
Manager further revealed that Client #1 did have
a legal guardian howavar, record raview falled to W124 continued from page 4 & 5.
provide evidence that hls legal guardian was ds.
informed of the aforementionad medications and Seetesponses onpages dands
corresponding treatment services.
Af the time of the survey, the facllity failed to
provide avidence that Client #2's freatment
needs, including the benefits and potential side
effacts associated with the medications, and the
right to refuse treatment, had been explained to
him and his legally authorized representative.
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 148

Wi49

1a & b. The Program Director will revise and clarify the 8107
agency”s Policles and Procedures to further address
following regulatory guidelines. Incidents will be
managed in accordance with DC regulation 22 DCMR.
Chapter 35 Section 3519.10,  Staff will be re-trained on
the incident reporting procedures.
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W 149 | Continued From page & W 148
observed "physically forcing [Client #2] fo enter
the door of [the day program).” Client #2 was
askad by the day program staff if he wanted to
remain at the day program. Client #2 responded W149 12 & b conlinued 25107
by saying na. At thattime, the day program's

] Investigation of the incident involving Client # 2 from the
soclal worker was nD“ﬂed' uﬂustwﬁ::cident report dated 8/6/2006 will be conducted

by the QMRP. The report Will_be fonﬁz_u'ded to_DOH
Continued review of the incident report revealed o e S i o e e e
two witness statements were attached, one from

| the day program staff that received the cllent at
the day program and one from the day program's
supervlsory social worker., According to the
statement from the day program staff, the driver
returnad to the van, clesed the door and locked it
and refused to answer any of the staffs
questions. Review of the social worker's
statement revealed that the social warker also
tried to falk with the driver when the driver
returned $o the van but the driver ignored the
soclal warker. Reportedly, Client #2 attempted to
re-enter the van but the driver refused. The
socia] worker Elso documented that the driver
became "irate and hard to speak with.”
Additionally, the sacial worker reported that Client
#2 was outside at the time of the incident and the
temperature outside was "rising to 100 degreas.”

Interview was conducted with the facility's House
Manager and Qualified Manial Retardation
Professional (QMRP) on June 26, 2007 and June
27, 2007 to ascertain Information about the
incident and find out the facility's policy on
required notlfications. Interview revesied that the
Department of Health and the administrator were
to be notified of all allegations of abuse. :
Additionally, a copy of the facllity's incident
management policy was provided for revisw.
According to the policy, "Allegations of abuse,
neglect and mistreatment are to be reported

FORM CMS-2367(02-28) Previous Versions Obsolale Event ID: TWKO1{ Faclity |p; baGoar If sentinuation sheet Page 7 of 22
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W 148 | Continued From page 7 W49
immediately, and no later that sight (8) hours ta
the DOH..." At the time of the survay, the facility
failed to ensure the Departmant of Health was
noiified of the aforementioned allegation of
abHSE. W149 1a & b continued.
Set rezponses on page #6 & #7.
b. Continued review of the facility's incident
management policy on June 27, 2007 revealed
that the provider was "respansible for initiating
agency lacal Invastigations of all serlous N
incidents,.. The policy further Indicated that final
investigation reports would be dlstﬂbutad ta the 2. The DON/Designated nurse Wl]]il rg‘;insterb\/}iceath;n ot 7/31/07
Dapartment of Health, Additionally, the palicy e P Preen po
decumentad that, “All investigations would be

compieted within (10) working days of the incident
being reported....” At the time of the survey, the
facility fafled to provide evidence that the
allegation of abuse was investigated,
Furthermore, the facility falled to ensure its
incident management palicy had been develaped
to make certain invastigation ware completed
within five working days as specified in the
regulation,

2. The facility failed to ensure its "Incident
Management Policy” and its "Management of
Pharmacsutical Preparation” were followad when
meadications were administared outside of the
specifled timeframe,

Observation of the meming medication
administration on June 28, 2007 revealed that the
administratlon of medication was conducted by a |
licensed practical nurse beginning at 9:55 AM.
Review of both Clients #1 and #2's Medication
Administration Records (MARS) revealed that the
morming madication administration was

scheduled for 7:00 AM. It should be noted that
both Client #1 and #2 recsived including

FORM CM5-2587(0z2-98) Pravious Varsions Ohselata Event ID: 7WKO11 Faclity 18: 09GoAT f continuation sheet Page 8 of 22
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W 148 | Continued From page 8 W 149

medications for thelr selzure disorder. Client #1

' | was observed receiving Trileptal, and Client #2
recalved Hydrochiorothiazide, Depakote, Calcarh. _
with Vitamin D, Clonazepam, Gabepentin, 149 2 confinued
Keppra, Mirtazapine and Phenytoin Sodium.

The DON/Designated Nurse will further ensure that the 7/31/07
in-service training with the medication muse in\‘flu\:lingth
j uential action as pecessary md appropriate to the
Furter Obsewaﬁun Dn":'une 26' 2007 revealEd the ;a‘:'il':::qto adhere to medication adminictration policies and
j hurse entared the facility for the aven ng procedures. QMRP will provided training to Direct care
madicatiﬂn administraﬂon at 5:04 PM. Review of staff to include p}l:'locedl:res ‘to goul?wv mﬁ;ﬂﬁﬁ?ﬁ:l
i i iati ot amived within
;hBTNIOﬁ\JRPSMrEVEE!Ed medications ware scheduled . ﬁiﬁ;ﬁrﬁ; ::;; medication is scheduled to be
ar (: .

administered. Documentation of the training as Wt?ﬂ as anmy
necessary consequential action will be maintained m the

Interview was conducted with the House Manager personnel records and/or e Staf (rising records
and Qualifled Mental Retardation Professional on
June 26, 2007 at 5:35 PM regarding the facility's
medication administration policy, According to
the managers, the timeframs for medications to
be administered was one haur before through one
hour after the scheduled medication time. The
House Manager further spacified that medications
Were supposed to be given between 8:00 AM and
8:00 AM, Additionally, the House Mznager
revealed that the nurse should have notified the
Primary Care Physician (PCP) prior to
administering the medicatians due to exceeding
the specified timeframe. |nterview with the
supervisory lleensed practical nurse on June 27
2007 verified the House Manager's statements

{ and further verified that the administration of the
client's medications at 9:55 AM constituted 2
medication error.

Continued interview and record revisw were
eonducted on June 27, 2007 to further verify the
facility's policy on medication administration.
Actording to the facllity's “Incident Management
Policy,” medlcation errors constituted an incident
that was required to be documented on an
incident report form. The palicy documented:
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Licensed Practical Nurse (LPN) beginning at 9:55

= "Incidents must be reported immediately.”

Addtionally, review of the facllity's "Management
of Pharmaceutical Preparation" policy revealed
th= following;

- "Meadications errors and untoward drug
reactions shall be Immediately reparted to the
physician, charted in detail on the nurse's notes,
and described in a full incident report.™

Interview with the supervisory licansed practical
nurse, the QMRP, and the House Manager an
June 27, 2007 ravealed that the nurse failed to
document the medication errars on an incident
report. Additionally, there was no evidence, at the
time of the survey, that the nurse notified the
physician or made an entry into the nursing notes
regarding the late medication pass. The facility
falled to provide svidenca that medications were
adminlstered within the specified time frames and
in accordance with facility policy,

3, The facility failed to ensure the implementation
of its medicatlon destruction policy.

Observation of the merning medication
adminisiration on June 26, 2007 revealed that the
administration of medication was conducted by a

AN. During the medication adgministration Client
#2's Clonazepam was observed ta drop on the

of wasted medication. Conszequential action as
necessary and appropriate to the failure to adhere to
medication administration policies and procedures.

722 "L" STREET, NE
SYMBRAL o
WASHINGTON, DL 20002
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W 148 | Continued From page 9 ‘W 148
- “When an incldent Is witnesssd or discovared by
an employee, management requirers that the
Incldant report Form be completed by the end of W149 contimed
the shift and be forwarded to tha Incident : m
¢ u 3. The DON/Designated nurze will re-inservice the
Management Cunrdlnatnr. medic:tion nurse ogr(l] the instruction for the disposition 7/31/07
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floor. The nurse was obsarved to pick the
medication up and place it on a shelf in the
medication cabinet, punched another
Clonazepam and administered the medication to Wido
the client. After the medication administration See responses to W149 on Page 10
conclugied, the nurse was not abserved o have

discarded the medication. It sheuld be noted
however, that the nurse called the house at
approximately 10:30 AM and indicated the
dropped Clenazepam was placed in the facility's
sharps centainsr,

interview with the facllity's supervisory LPN and
review of the facility's "Disposition of Wasted
Medication" pollcy on June 27, 2007 at 3:45 PM
revealed the following regarding medication
dispoesal;

- Disposed of by two licensed personnel by
« | flushing it down the tollet,

- Write Incident repart for the wasted medication,

- inform the pharmacy fo repiace the wasted
medication.

At the time of the survey, the facliity failed to
provide evidence that the aforamentioned
instruction from the “Dispasition of Wasted
Medication" policy had besn completad.
W 153 | 483.420(d)(2) STAFF TREATMENT OF . W53
CLIENTS
W153
| The facmty must ensurs that all a[legaﬁons of See responses on next page (#12),
mistreatmeant, neglect or abuse, s wall as
injuries of unknown source, ara reported
immediately to the administrator or to other
oificials in accordance with State law through
establishad procedures.
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This STANDARD is ngt met as avidencad by:
Based on interview and record review, the facility .
failed to ensure all allegations of abuse, were
immadiately reporied to the administrater and to
other officlals in accordance with State Law, for
-one of the two clients (Client #2} included in the
sample,

The finding includes: w153

Reference responses to Wi149 la & b.
Review of unusuzl incident reparts on Junea 26,
2007 at 10:45 AM revealed that there was an
allegation of abuse involving Client #2 an August
1, 2006. According to the incident report, day
pregram staff went to the lobby to recelve Cliant
#2 upon arrival and the client’s driver was
observed"physically forcing [Client #2] to.enter the
door of [the day program].” Client #2 was asked
by the day program staff if he wanted to remain at
the day program. Cllent #2 responded by saying
no. Afthattima, the day program's social worker
was notlfiad.

Continued review of the incident report revezled
two witness statements were attached, one from
the day program staff that received the client at
the day program and one from the day program's
supervisory social warker. According to the
statement fram the day program staff, the driver
returned to the van, closed the door and locked it
and refused to answer any of the staifs
gueslions, Review of the social worker's
statement revealed that the social worker aiso
tried ta talk with the drver when the driver

| returned to the van but the driver ignored the
sacial worker, Reportedly, Client #2 atternpted io
re-zntar the van but the driver refused. The
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W 183 | Continued From page 12 : W 153
soclal worker also documented that the driver
became “rate and hard to speak with."
Additionally, the soclal worker reportad that Client wis3
#2 was outside at the time of the incident and the .
temparatura outside was "rising to 100 degrees.” Reference response f0 Wi49 1a &b,

Interview was cunducted with the facility's House
 Manager and Qualified Mental Retardation

' Prafessional (QMRP) on June 28, 2007 and June
27, 2007 to-gscertain infarmation about the
incident and find out the faciiity's policy on
required netifications. Interview revealed that the
Department of Hezlth and the admiristrator ware
to be natified. Mowaver, at the tire of the survay,
the facility failed to provide evidence that the
aforementioned incident was raported to both the
facility's administrater and the Department of
Health as required. (See also W149).

W 154 | 483 .420(d)(3) STAFF TREATMENT OF W 154
CLIENTS3

The facility must have evidence that all sllsged
violations are thoroughly investigated. w154

Reference response to W149 1a & b,

This STANDARD is not met as evidencad by:
Based on interview and record raview, the facility
falled 1o provide evidence that 3l allegations of
abuse were Investigated, for one of the two
clients (Client #2) included in the sample.

The finding includes:

(Cross Refer W153) Review of unusual incident
reports on June 26, 2007 at 10:45 AM revealed
that thera was an aliegation of abuse involving

{ Client #2 on August 1, 2008, At the time of the
survey, the facility failed ta provide evidence that
the allegation of abuse had been investigated.
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(Xa) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN DF CORREGTION - x5
PRERIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE PATE

DEFICIENCY)

W 185

W 159

investigated, Additionally, there was no evidence

483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The facility must prevent further potential abuse
while the investigation is in progress.

This STANDARD is not met as svidenced by:
Based on interview and record review, the facllity
failed to provide evidencs that clients were
protected from further potential abuse whils an
allegation of abuse was investigated, for anas of
the two clients (Client #2) included in the sampie.

The finding includes;

(Cross Refer W153) Review of unusual incident
reports on June 26, 2007 at 10:45 AM revealed
that there was an allegation of abuse involving
Client #2 on August 1, 2008, Confinued review of
the incident report failed fo identify the name of
the driver, Intervlew was conducted with the
faclity's House Manager on June 28, 2007 to
determine If the aflegation of abuse was.
substantiated. According to the Houss Manager,
the driver was terminated as a resylt of the
incident. At the time of the survey, howsver,
there was no evidence that the incident had basn

that the systems wers implamented to ensure
Client #2 was protectad from furiher potentiai
abuse,

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, caordinated and monitored by a
quailfied mental retardation professional,

W 155

W155

Reference response to W149 1a & b.

W 159

w159

See regponses on next page (#15).
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i PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
CTAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 159 Continued From pags 14 W 158
This STANDARD s not met as evidenced by:
Based on abservation, Interview and record w159
review, the facllity's Qualified Mental Retardation
i ) i 1. Cross ref to W120
Professional (QMRP) failed to adequatsly 2 Cross iefii‘.iiii;i%‘,’,’;iio°m7_
menitor, integrate and coordinate each dlient's
active treatment,
The findings include;
1. The QVRP falled to ensure outside services
met the neads of each dlient. (Sea W120)
2. The QMRP falled to ensure that the Client #1's
individual program plan included objectives to
address targeted behaviors. (See W227)
W 183 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189

The facility must provide sach emplayee with
Initial and continuing training that gnables the
amployes to perform his or her dutles effectivaly,

efficiently, and competently. W189

1-2. Cross reference rexponse to W149 1ab & 2.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that each employee was pravided
with initial and conttnuing training that enabled the
employee te perform hie or her duties effectively,
efficiently, and competently.

The finding includes:

1. The facility falled to provide svidence that staff
werz effectively irained on the facility's incident
management policy, (Ses W149, 1.and 2)

£, The facility failed to ensure nursing staff were
effectively trained on procedures to use when
medications were administered outside the

“QRM CME.-2687(02-59) Proviout Yamsions Dhstlsta Event ID: 7WKO11

Facility 1D: 06G087 If contlnuation sheet Pags 15 of 22
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The individual program plan states the specific
ubjectives necessary fo mest the client's needs,
as [dentified by the comprehensive assessment
required by paragraph (c)(3) of this section,

This STANDARD s not met as evidenced by:
Based on interview and the record reviaw, the
facility falled to ensura that the Client #1's
individual prograrn plan included objectives to
addrass targeted behaviors.

The finding includes:

Interview with the House Manager {HM) on Jupe
28, 2007 at 10:20 AM and review of the client's
Physician's Orders dated March 2007 revealed
that Client #7 raceived Abilify to assist with
managing exhibited behaviors. Observation
throughout the survey and further interview with
the HM revealed the dlient additionally received
one ta one staffing support (arm's length
distance) 24 hours a day. The HM algo revealad
Cllent #1 had = Behaviar Support Plan (BSP) that
addressed behaviors related ta sexual
misconduct,

Review of Client #1's BSP dated August 1, 2008
on June 27, 2007 at 5:46 PM revealed the plan
addressed targeted behaviors of non-compliance,
tantrums, and inappropriate sexua)

waz7

See response to W227 on next page (#17).

. FORM APFROVED
CENTERS FOR MEDICARE & MEBICAID  SERVICES OMB NO, 0338-039
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
-AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B, WING
09G087 Wi 06/27/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
722 "L" STREET, NE
SYMBRAL WASHINGTON, DG 20002
(44} 1D SUMMARY STATEMENT OF DEF|CIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING [NFORMATION] TAG CROSS-REFERENCED TO THE AFFROPRIATE DATR
DEF{CIENCTY)
W 189 | Continued From page 15 W 1BD 9 contimmed
specified timeframe, (See W148, 2) 8 con
1-2. Cross reference response to Wi49 2 and 3.
3. The facility failed fo ensure nursing staff were
effectively trained on the meadication destruction
policy. (SeaW148, 3)
W 227 | 483.440(c)(4) INDIVIDUAL PROGRAM PLAN W 227

FORM CM5-2567(02-90) Rrevious Versions Obsalsls

Event 10 TWKO11

Facllly ID; 095087

If continuetion sheet Page 16 of 22
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NAME DF PROVIDER OR SUFPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

W 258

tha wne to one staffing support outside of the

| ldentified in the individual program plan.

| suecessfully completed an objective, for one of

behaviors/sexual suggestiona. The plan
however, failed to incarporate written program
nbjectives designed ta reduce the targeted
behaviors. Further review of tha plan ravealed a
section entitied "Proactive Procedures for the
Residence.” Within that saction, it was
documented that "staff will maintain close
proximity and activity monitoring at all times,"
The plan did not document information regarding

residence, It should be noted that on June 27,
20086 =t 12:15 PM, Cllent #1 and his one toone
staff were observed at the client's day pragram.
483.440(f)(1)(7) PROGRAM MONITORING &
CHANGE

The individual program plan must bz reviewed at
least by the gualified mental ratardation

professiona) and revised as necessary, including,
but not imited to sltuations In which the client has
successfully completed an objective or objectives

This STANDARD s not mat as evidenced by:
Based on interview and record review, the
facility's Qualified Mental Retardation
Professional (QMRP) failad to provide evidence
that Individual Program Plans (IPF)s wera
reviewed and revised once the cilent had

the two clients (Client #1) included in the sample.
The finding includes:;

Review of Client #1's habilitation records on June
27, 2007 at 5:33 PM reveaied the client had a

Individual Support Plan (ISF) dated July 25, 2006,
According te the ISP, the interdisciplinary team

FORM CME-2587(02-09) Frevigus Versions Obsalsts

7 llLll
SYMBRAL -4 STREET, NE
WASHINGTON, DC 20002
(X4} 1D . BUMMARY STATEMENT OF DEFICIENGIES [a} FROVIDER'S FLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACT|ON SHOULD BE COMPLETION
TAG. REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APFROFRIATE DATE
| DEFICIENCY)
W 227 | Continued From page 16 W 227 | w227 continned

QMRP met with the Client #1°s IDT on 7/9/07 and 7/16/07. The
BSP for Client #1 will be revised to include the necessity for 1:1
supports in both the residential. A copy of the revised BSP wﬂl
| be submitted to and maintained on file in both settings. Stsffin
1 both settings will be trained on the BSP and the provision of 1:1
supports for Client# 1. A copy of the training as well as the 1:1
specific dufies will be kept in the staff fraining record and the
Daily program record for Client #1.

W 255

W255

See response to W255 on the next page (#18).
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Event D TwWKkM1

Facility ID; b3Goay

IF cantinuetion sheet Pape 17 of 22



From=SYMBRAL 3016505728 07/30/2007 17:36 #021 P.003/005

4”75”@5 D Fuz1/0338

O7/10/250% 03:0A FAX 2024428430 . mRa
e N D DZ/40/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES P A
GENTERS FOR MEDICARE & MEDICAID SERVIGES . —_ _ _ OMB NO. 096&0391
ETATEMENT OF. neFumENc:Es 1Py PROVIDERISUPPLEERICUIA 152y MULTFLE CONSTRUCTIOR 10633 DATE SURVEY
AND PLAN OF CORRECTION. ] IOENTIRICATION NUMBEER: L , COMPLETER
: A& BUL-DING _
05G057 _ > ““"G e __OBiZyizonT

NAME-GF PROVIDER OF: SOPRLER,

SYMBRAL '; i
_ ) _ | WASHI IGTON, DG 20002
paarip | summsmﬁmsmo?nsﬂcmes LI PRGVIDERS PLAN DF CORRECTION d e
PREFLY- | (EACHDEFIGIENGY MUST BB PRECERED.BY FUIL PREFDE (EACH CORRELTIVE ACTION SHDULG BE . COMPLEDEN
TAG: RECULATORY DR LSC IBENTIFYING INFORMATION) TAGE CRONS-REFERENCED 0. THE APPREPRIATE W
. _ : _ L DEFICIENGY) : '
W25 Continued Erom pagetF : W255 wass B R
i mesmmended-fhie following program ohjsstve to An ISP meeting was held for Client #1 on 7/16/07 at which | Ongoing

.| time new reconmunendations for goals and objectives were

.| presented and agreed upon by the IDT. The new goals and

4 ohjectives have bezn put in place for Client#1. The QMERFP

1 will review the progress on all goals and objectives ona

o bl el - } monthly basis and revise/modify individual program plans as 1.
ab]et:ﬂvas since Jily 305 and Augu,_st 20 08, ! 1 needed based on the Client’s progress. ‘

 respectively; At the me of the Stitvsy, he iy | 3

falied fo-ensure Client #1's program chjectives

{ B& increase ihachen‘ts meal preparaﬁ
&85 ' .

"had baeniFeéVised ance ha hadachisvedthe L 1 . ]
-ob;ecﬁvg‘ _ j

‘CHAN :

- The committes =hauld reviaw, approve, snd :
-reoniior Individi gl prograims-designed o mapage |

Vior and other programs that; { wa2ez (e
_ i@ commiites, voive Hisks o The QMRP will present new and/or revised BSP’sto the | Ongoing
-;ruentprotechnn and nghts : ] HRC for approval/comsent prior to the implementation of

the new or revised BSP. Documentation of the HRC
mextings will be maintained in the HRC records.

f “Tiis STANDARD Js:nof metas evidenced by

| Bastd on Jiterviow End record-revisw, the Zacility: |
falled o snsure:thizt Client#£1's behavmr rmppad
plan Inciuding te usw ol ons to:one Stafiing
spport fiad beeryreviewed and approved bythé
Human Rights Comrmitige (HRC)

_Tﬁa;ﬁn,dmg Pncl,ut!aﬁz

Intervicw with the GMRP and ieview of the

- facility's mtlahie Humian Rigiﬁs Conimitiea:
‘mesiing minutes defed May 30, 2007 on June 27,
2007 at'5:00 PM failed to pmmde svidence that
Client#1's behavior support Plan had peen
reviewedand approved priorio ifs

Implemeéntation, “ | P e
W 283 | 483.440(D(3)() PROGRAM MONITORING & | W 283
CHANGE VY : Sez response to 'W263 o the next page (#19).
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 SUMMARY. ETATEMENT OF DEFIGIENGES
{EACH DEFICIENCY MUST BEFRECEDED BY-FULL
‘REGULATORY OR LSC IDENTIFING INEORMATION)

1B, . PROVIDERSPLAN OF GORREGHION | RS
" PREFIX o JEACHCORRECTIVE ACTION SHOULDBE | compienon |
TAG CROSS-REFERENCED T TREAFPROFRIATE. | OATE

DERGENGY,

3] Confinued From page 18 |

{ The committss should insre Hiaf hese programs|

1ar8 comductad only with the wiitten fformed ;

{ consentof ihe client, parents {ifthe dishtls
i) or Jegal giiardian,

| This STANDARD: Js natmet as evidented by

{ review, the-taciliy's Human Right

radministratio

| review of 1h& client's PhY

:Ahlfhfftd:aésiss‘w&};managingf exhlbitet
| hehavioes. Obsetvation throughout Hie stifiey

| 2007 af 10:20 &AM revealed Client#1 fiad &
 Behavior Support Plan (BSP) that addressed

| his-medications; habilitatiod surdices, treatments

| Basad on observatisn, Interview and reverd
(HRC) falled to-ensure
i1ad bean.obtaified frony
 legal guardian for the use o
plans; fortwe of the tig clights (
#2) incliaded In the sample:

| The finding includes:

March 2007 revealed thet the clisst 4156 recelved |
Ibited

and furtherintervisw with tie HM revealed that

{ Client#1 additionally. recgivéd onzts one:staffing |
| suppoit 2 hours = day,

Cordinued Intervisw vilth the HM ofi. Juné 28,

‘behavior related o sexuzi fiscanduct, The

-Hobse Manager revealed that Ciieiit #4 ‘did not
have's legal uardian and did vot havethe
Capacity fo give infoimied consent for ffis usa of

‘and financial matters. This was Vaiified Birough

W 263

1. wees

N Cross reference responss to W124 and W252

[ 7131/07-
| Ongoing

FORM GMS-2587(02-903 Previous Varsking Cheolela

Bvent D:TWKOTL
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W 2631 Continued From page 12 W 263

review of Client #1's Psychelogical Evaluation
dated July 22, 2006 on Jupe 26, 2007 st 5:44 PM.
According ta the assessment, Ciiant #1 was "not W63 comtinued
competent to make independent decisions...." Cross reference response to W124 and w262,
At the time of the survey, the facliity falled to
provide evidence that its Human Rights
Committee had abtained written informed consent
for the use of Cllent #1's behavior support plan.
(See also W124)

2. Cbservation of the merning meadication
administration on June 26, 2007 beginning at
9:55 AM revealed Client #2 recejved
Hydrochlorothlazide 30 mg, Depakote 1600 mg,
Calcarb with Vitamin D, Clonazepam 2 mg,
Gabapentin 1200 mg, Keppra 1000 mg,
Mirtazapine 16 mg and Phenytoin Sadlum 100
mg. Interview with the nurse during the
medication administration revealed that the
Clonazepam and Mirtazapine were to assist with
managing the client's behaviors., '

Continued [nterview with the HM on June 28,
2007 at 10:20 AM revealed Client #2 had 3
Behavior Support Plan (BSP) that addrassed
behavior related to non-compliance. The House
Manager further revealed that Clisnt#1 did have
a legal guardian however, record review failed to
provide evidence that his legal guardian was
informed of the aforementioned medications and
behavior support plan.

At the time of the survey, the facility failed o
provide gvidence that Its Human Rights
Commitiee had obtained written informed consent

for the use of Client #2's behavior sy pport plan. Reop

Response to W331 on Page 21.

(Sea also W124)
W 331 483.460(c) NURSING 5ERVICES W a3
FORM TMS-2567(02-00) ravinus Varsions Obeolsta Evsnt I0: TWKO11 Faellity ID: 09087 I continuation sheet Fage 20 of22
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W 331 | Continued From page 20 W a1
The facility must provide clients with nursing w33l

services in accordance with their needs, 1. Cross reference response to W149

2. Cross reference response to W336.

| This STANDARD is not met as evidenced by
Based on observation, interview and record
review, the facllity falled to provide nursing
services in accardance with the needs of two of
the two clients (Clients #1 and #2) Included in the
sample.

The finding includes:

1. The facility's nursing services falled to adhere
to the facility's Incident managsment and

medication destruction policy as outlined, (See
W148)

2. The facility's nursing services failed to ensure
nursing Client #1 received a quarterly nursing
assessment. (Sse W336)

W 336 | 483.450(c)(3)(iii) NURSING SERVICES W 336

Nursing services must include, for those clients
certified as nat needing 2 medical care plan, a
| reviaw of thelr health status which mustbeon a See response to W335 on Page 22
guarterly or more frequent basis depending an

client need.

W336

This STANDARD Is not met as evidenced by:
Based on interview and record review, the facillty
failed to ensure that the health status was
reviewad by the Registared Nurse (RN) staff an &
quarterly or more frequent basis for one of the
two clients(Client #1) included In the sample,

J The finding includes:

FORM CMS-2667(02-83) Pravious Verslons Obsnlsls Event ID: 7WKO11 Faclilly iD: opGUe7 if confinuation shast Page 21 0f22
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A5 . REGULATORY DR LEC IDENTIFYINGINFORNATION) E YA | CROUSS-REFERENCED TumEAPPROPRJATE 1 T BATET .
e _ DEFJ(:LENm
wass | waas :
gg:zﬁmﬂgnm Nurse has complefed fhe quartedy mrsing | /26/07-Ongo |
report for Chient #1 and placed it ca file i Client #1°5 |08 -
mexdical records. DON/Designated Nurse will exsure that
.y 3 ! mmhwhhsmmsxsmewdmaqmtedybmsmd
! Y 9 2. 4 2 3 | svidence of the review £ d ted and maintained on file
; lr.:al recard on Jung 27, 2007 31“1:41; F"M p |  inthe Clieat’s medical rocord.
| revedled a quarts; ._"nunslng as:seSsmentdahd f )
; .Januanyﬁﬂ 0 Cwith ;
W 359 433‘45%7(2) DRUG ADMINISTRATEEIN | W3y
| Thesyster for Hrug adminlstration mast asaiis
1 that all drug including those thatars _
self-administered, are administered without srror, e efirence response to W19 #51 82, | D—
: Ongomng

TANBARD g not metas svidenced by
-Bagéd on observaij tewuew’and resorg

e Tacility fallod:-t sxistive that
_mEdlcaﬁuns, sra administered wathiout Srice, i
‘two.of the two clients (Cllents &1 and #2) Incladed

i thesample. _

‘"l""l‘lE;deihg Includes;

Tha fadility falled 1o ensure medjcafions were
-admnistérad withiout errar. (SEé W14, 2).
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R 000 INITIAL COMMENTS R 000
A re-licensure survey was conducted from Jung
26, 2007 through June 27, 2007. A random
Sample of two residents was selected from &
residential population of two males with mental
retardation and other disabliities. The findings. of
the survey were based on observations,
interviews with residants, ona parent, staff, and
the review of resident and administrative recerds
including incident reports.
R 123 47015 BACKGROUND CHECK REQUIREMENT| R 125
RLSATOLS ; 716007
The criminal background chack shall disclosa the Police clearances disclosing a seven year history of all

jurisdictions where employees resided have been obtained for sl |

criminal history of the prospective employes or staff are on file.

contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective
employee of contract worker has worked or
resided within the seven (7) years prior to the
check,

This Statute is not met as evidenced by:

Based on the review of records, the GHMRP
failed to ensure criminal background checks
disclosed the criminal history of any prospective
employse or contract worker for the previous
seven (7) yzars, in all jurisdictions within which
the prospective employee or contract worker has
worked or resided within the seven (7) years prior
e the check.

The finding includes:

Review of the personnel records on June 27,
2007 at 6:58 PM revaaled that the GHMRP failed
to provida evidence that ensured criminal
background checks were on file and disclosed &
seven year histary of all the jurisdictions whare

the employee resided and worked for the elght
staff.
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